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Learning Objectives
• Review: Health Homes (HH) strengths and 

opportunities for improvement

• Documentation: 

– What are we looking for in the charts? 

• Crisis planning: 

– Addressing behavioral health/physical health 

crisis plans with members

– Alternatives to Emergency Department (ED)

– Who is responsible for monitoring plan?
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• Use of SMART goals 

• Decreasing ED utilization

– Education: alternatives to the ER for care

• Medication reconciliation

• HH/PCP collaboration 

– How is the HH utilizing the RN on staff for 

education or follow-up?

– Documenting care coordination

– Follow-up on referrals- what is the process?

Learning Objectives, con’t.
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• Transition of Care

– Transition w/in the community: hospital to home, 

skilled care, group home, etc. 

– Communication b/w HH and hospital: discharge 

planning

– Communication/Collaboration with community 

service providers

– 2-day f/u with member; medication management

– Case Notes : what is expected in the 

documentation?

– ADHD/HTN/Chronic disease education

• HEDIS Guidelines 

Learning Objectives, con’t.
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HEALTH HOMES: STRENGTHS 

AND OPPORTUNITIES

Review: what we do well and where can we make improvements
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Common threads

Health home strengthsOpportunities for growth
DOCUMENTATION

Community 
support

Monthly 
PMPM

Care 
coordination

Enrollment 
eligibility

Assessment

Transition of 
care
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DOCUMENTATION 

STANDARDS

What are we looking for in our chart audits?
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• Individualized

• Personalized

• Meaningful statements in notes

• Member responses, understanding

What are well documented 

case notes?



10

Individualized - Personalized

L
L

L
L

L
L
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Is it meaningful?

This member’s name was Sarah. 
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Meaningful?
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Now, this is good!
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Now, this is good!
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Documentation excellence!
Asked member who she would like present at PCPS meeting and they 

would like care coordinator and provider name.  We talked about who 

would lead the PCPS meeting, I empowered her to facilitate and lead 

where they felt comfortable.  We talked about who else she would like 

to help lead process and she chose care coordinator. We talked about 

when and where she would like to have the PCSP meeting. They 

would like to have meeting at the following place and time 1.1.2020 at 

10:00 AM via phone due to COVID 19.  I looked at communication 

section of the InterRAi and noted member has no communications 

issues or concerns.  I also asked if there were any special 

communication or cultural needs and that would be helpful for me to 

know for PCSP meeting and ongoing supports. They responded none. 

We talked about something what would happen if they did not agree 

with something during the PCSP process.  They said they would feel 

comfortable talking to this care coordinator about any concerns.  There 

are no conflict of interest concerns at this time. 
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This is great work! 
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“MY SELF – MANAGEMENT PLAN

(CRISIS PLANS)

Behavioral Health and Physical Health crisis plans
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• Not just for behavioral/mental health 

• Chronic disease education

• Collaboration with other service providers, community 

organizations

• Part of member care plan identifies:
– BH and PH triggers

– Member coping skills; 

– How to minimize triggers to avoid the ER/hospitalizations. 

• Who monitors and/or follows – up with the member

• Alternative care education (i.e., PCP, Urgent care, etc.)

Documenting crisis plans:

Behavioral health & Physical health 
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Triggers

• Not taking medications as ordered

• Using drugs

• Being in one spot too long

• Not getting enough sleep

Indicators

• Refuse to participate in programming

• Will not make sense when he talks

• Increased isolation

Coping skills

• Going for walks

• Spend time with animals

• Listen to music

• Spend time with parents/grandparents

Crisis/Self- management plan: 

Mental health
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Crisis plan/Self – management plan: 

Physical Health Asthma

Carry his inhaler on his person at 
all times

Use inhaler as needed

Notify staff when having problems 

Call 911 if further medical 
intervention is needed
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SMART GOALS

Specific, Measureable, Attainable, Relevant, Time – bound 
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Specific: What you hope to achieve or accomplish

Measureable: Indicators that help one stay on track to 

achieving goals

Attainable: can be realistically achieved on time and 

within available resources available

Relevant:  is a logical way to achieve your goals

Time – bound: indicates a specific timeframe for 

achieving goals; has beginning and end time

S.M.A.R.T. Goals

Are you using them?
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S
• Short

• Specific

• Simple

• WHAT will 
you do

M
• Measurable

• Meaningful

• How much, 
how many, 
how often

A
• Achievable

• Attainable

• You have 
tools & 
resources 
to attain 
goal

R
• Realistic

• Relative to 
your life; 
worthwhile

• Will it meet 
your needs 
and goals?

T
• Timeframe

• Has a 
beginning & 
end

• Answers 
“WHEN”
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Goal: I want to communicate with my family more often.

Objective: I will talk with someone in my family this month. 

S M A R T

Partial No Yes Yes No

Will talk with 

someone in my 

family

Is too vague; 

needs to be more 

specific and 

measureable

Member can build

skills to talk with 

their family about 

relevant topics 

Communication

and involvement 

with family is 

important to my 

life

“This month” is 

vague and has no 

beginning or end

Writing a strong S.M.A.R.T. Goal
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Goal: I want communicate with my family more often during the day.

Objective: I will start a conversation with a family member asking a relevant question about 

their day or shows they watch twice a day, four days a week for next 2 weeks, with only 2 

verbal prompts from daytime staff member.

S M A R T

Yes: answers what, 

where, when, how 

and with whom

Yes: identifies “how 

often” and “how 

many”

Yes: I see my

family daily and 

can ask them 

questions

Yes: Increases 

positive interactions 

and communication 

with my family

Yes: answers

question of 

“when” and “for 

how long”

• Start a 

conversation

• Asking a question

• Four days/week

• With 2 verbal 

prompts

• By a daytime staff 

member

• Twice a day

• Four days a week

• Over 2 weeks

• Only 2 verbal 

prompts

Relevant 

questions: 

I can ask about 

their day or shows 

they have watched. 

This is a skill that is 

meaningful and 

important to me as I 

learn to talk with my 

family and other 

people about their day

Four days 

In 2 weeks

Writing a strong S.M.A.R.T. Goal
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Health home example
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EMERGENCY DEPARTMENT 

UTILIZATION 

Alternatives to the ED for care
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DON’T:
 Assume member understands the 

alternatives available to them

 Educate after ED or hospitalization 

only; be proactive

 Educate “one and done” or just tell 

member alternatives

 Hand them a brochure in place of 

“education”

 Forget to document member 

understanding, needs, barriers, 

concerns and outcomes

DO:
 Educate on alternatives before ED 

use or hospitalizations

 Document education pre-emptively

 Provide education on alternatives to 

ED use for primary care

 Identify your high utilizers; provide 

appropriate education and self-

management support

 Document member understanding 

and/or questions/concerns/barriers

 Create action/crisis plans with the 

member (physical/behavioral health)

 Encourage use of nurse lines, PCP 

triage lines, etc. 

 Use teach – back techniques

Education and Documentation
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Provide member useful information

What does the member know?

Name/number of HH 
and care coordinator

Self – care 
Crisis/Action plans 
for self – care

After – hours call 
information

Primary Care 
provider

Urgent Care provider

MCO care phone 
numbers

Nurse Line/Doc on 
Call

Crisis beds 

Emergency 
Department
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MEDICATION 

RECONCILIATION

An “always” event
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• Keep a current (up-to-date) medication list at all times

• Cross off medications no longer taking

• Put list where it can be found quickly

• Bring list to every primary care or other health care 

appointment

• Discuss all medications with member’s provider(s)

• List any Over-the-Counter (OTC) medications, herbals 

taken or vitamins/minerals taken

• List any allergies or intolerances to medications and 

reaction

• ASK QUESTIONS! 

How members can help with 

medication reconciliation
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• Medications to be 

continued at home, in 

LTC, HAB home, etc.

• OTC meds, herbals, 

vitamins, etc. taken

• Name of medication or 

generic name of 

medication

• Dose

• Frequency/time of day 

to take medication

• Foods, drinks, activities 

to avoid while taking

• Taken with/without 

food or specific drink

• Form (pill, tablet, 

injection, patch, syrup, 

etc.)

• Route of 

administration

• Reason for use/Effect 

of use

• Expected duration of 

use (chronic, time –

limited)

• Expirations or “use by” 

date

• What does “as 

needed” mean?

• How to store 

mediation

• Who administers 

medication?

• Ability to self –

medicate

• Allergies/intolerances

• Side Effects

• What to do in an 

emergency

• Where do you store 

your medication?

Medication reconciliation and education
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Resource
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• How is the information transferred or 

“linked” to member’s permanent record?

• Who is responsible for signing off the 

medication reconciliation process?

• Who is responsible to pass along the list 

and to which provider(s)?

• How do you transfer this information to 

the member’s personal medication list?

Important questions to ask
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PROVIDER COLLABORATION

Health Homes and all service providers working together
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Collaboration in health care is defined as health 

care professionals assuming complementary 

roles and cooperatively working together, 

sharing responsibility for problem-solving and 

making decisions to formulate and carry out 

plans for patient care. Collaboration between 

physicians, nurses, and other health care 

professionals increases team members’ 

awareness of each others’ type of knowledge and 

skills, leading to continued improvement in 

decision-making.

What does collaboration look like?

O’Daniel M, Rosenstein AH. Professional Communication and Team Collaboration. In: Hughes 

RG, editor. Patient Safety and Quality: An Evidence-Based Handbook for Nurses. Rockville 

(MD): Agency for Healthcare Research and Quality (US); 2008 Apr. Chapter 33.
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Health Home example of care 

coordination and collaboration
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TRANSITION OF CARE

Transitions within the community
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• Communication breakdowns

• Patient education breakdowns

• Accountability breakdowns

Root causes of ineffective 

transitions of care

Joint Commission Resources: “Improving Transitions of Care,”
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• Expectations differ between senders and 

receivers of members in transition

• Culture does not promote successful hand-off 

(e.g., lack of teamwork and respect)

• Inadequate amount of time provided for 

successful hand-off

• Lack of standardized procedures in conducting 

successful hand-off

Communication breakdown

Joint Commission Resources: “Improving Transitions of Care,”
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• Conflicting recommendations

• Confusing medication regimens

• Unclear instructions about follow-up care

• Members/family may be excluded from 

the planning related to the transition 

process

• Member may lack a sufficient 

understanding of the medical condition or 

plan of care

Patient education breakdowns

Joint Commission Resources: “Improving Transitions of Care,”
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• No physician or clinical entity takes 

responsibility to assure member’s health care 

is coordinated across various settings and 

providers

• Primary care providers are sometimes not 

identified by name; limited discharge planning 

and risk assessment

• Steps are not taken to assure sufficient 

knowledge/resources will be to member upon 

discharge.

Accountability breakdowns

Joint Commission Resources: “Improving Transitions of Care,”
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Sally Sue hospitalized at Mercy on 6.23.2020 

for hallucinations.  Called nurse to find out 

what plan was for discharge and did not hear 

back.  Found out later Sally Sue discharged 

over weekend.  This worker will follow up next 

week to see how member is doing.

Breakdown example
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1.18.2020

Joan Jett hospitalized at St. Luke’s Hospital on 1.16.2020 for SI, taken in by staff when 

they found her alone in her room crying.  

Received notification that member was hospitalized from MCO.  Called and spoke with 

nurse at St. Luke’s.  Member is well known at St. Luke’s and seems to be back at 

baseline.  Member will most likely be discharged on 1.21.2020 with medication changes 

made.  Let nurse know what services Joan had in place, day hab on Tues./Thurs.  

Member also has supported employment two days per week, but has been complaining 

this is too much pressure to work 30 hours. Member does see Dr. Smith for medication 

management and John Stamos for therapy 2/month.  Since member is in 24 hour site 

home, I will follow up to request update from staff at site home. Discussed member 

mentioning she would be more comfortable with female therapist, but didn’t want to hurt 

current therapist feelings.

Agreed that this care coordinator will follow up with ABC Solution Therapy today and set 

up 7 day follow up and request new therapist.  

Discussed medication changes and Joan will increase Dexedine to 15 mg. 3 caps daily 

to 4 caps daily. 

This looks great!
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POLICY AND PROCEDURE

Every one. Every member. Every time.
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Getting from here to there

Policies: principles 

acting as guidelines; 

drive process/procedure 

Processes: high level 

view; tasks identified 
Procedures: detailed 

steps or sequences 

required to perform activity 

within a process
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What is POLICY?

Precise 
statement

• which 
contains a

Set of 
principles

• acting as 

Guidelines
• for 

achieving 
the 

Goals
• of an 

organization
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What is PROCESS?

• Service or product

• Crosses departments of 
functional areas

• Designates contact 
points 

• Presents total process

• Tool: Process map

• Addresses:
• Who

• What

• When
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What is PROCEDURE?

Specific Sequential Logical
Action –
oriented

Who, what, 
when, how

Step 1: Wet hands under running water

Step 2: Add soap 

Step 3: Rub well for 20 seconds

Step 4: Rinse well under running water

Step 5: Dry hands with clean towel

Step 6: Turn off water with towel
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When do you need a procedure?
• Is lengthy 

• Is complex 

• Is routine, but it's essential that everyone 
strictly follows rules 

• Demands consistency 

• Involves documentation 

• Involves significant change 

• Has serious consequences if done wrong 
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• Similar questions are asked 
repeatedly.

• People seem confused.

• There are too many ways 
that people interpret the 
procedure.

You need a procedure when:
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Resources

Integrated Health Home State Plan Amendment (SPA)
Integrated Health Home (for Providers) | Iowa Department of Human Services

Chronic Condition SPA
Chronic Condition Health Home (for Providers) | Iowa Department of Human 

Services

Process Map Process and Tool: (included with the slide deck email)

Chart Review Workbook: (will be posted on the IME Health Home 

websites)

https://dhs.iowa.gov/ime/providers/integrated-health-home
https://dhs.iowa.gov/ime/providers/enrollment/healthhome
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Thank you!


